T he statistics usually reported in epidemics are morbidity and mortality, together with the economic costs. However, the consequences of epidemics are much wider, affecting the very roots of society and modifying doctors' practice.
Recent widespread reports of severe pneumonia in Mexico could have been the first signs of the much feared flu pandemic. The combination of social and medical circumstances around the initial cases that led to the public announcement of an epidemic was a powerful catalyst for a range of reactions and even economic crisis-in a country whose economy is already in difficulty. There is an old popular saying here, "If the United States sneezes, Mexico gets pneumonia." Now we can say "Mexico gets swine flu": the first cases of swine flu were detected in the United States, but the epidemic has been most severe in Mexico.
Doctors are used to dealing not just with patients' illnesses but also the patients' feelings of vulnerability and related fears, of varying sorts and magnitudes. But in an epidemic there are also community and family worries to contend with, in addition to those of the patient. And doctors' own personal fears may be sensed by the patients, augmenting theirs. Many of the public's fears are justified; some border on panic, as contagious as the flu virus itself. Many valid questions have sprung forth from the popular imagination. Is Mexico prepared to deal with the epidemic? Is the world prepared for a pandemic? Are the poorest countries prepared? How soon will an effective vaccine be ready? How expensive will it be? How dangerous is the situation for me and my family? Some of these questions are the same as those asked at the time of the severe acute respiratory syndrome (SARS) epidemic.
In the early days of the current swine flu epidemic in Mexico the number of young and middle aged patients with severe respiratory disease rose at a time when our mild winter was already over. For example, at the National Institute of Respiratory Diseases in Mexico City the number of emergency consultations for pneumonia was 4-5 times that at the same time in 2007 and 2008. Intensive care units became full, at least half with patients with severe pneumonia consistent with influenza. Emergency departments were crowded with flu patients, half of whom needed mechanical ventilation. This was an unusually high concentration of infectious patients in an institution that started life 73 years ago as a tuberculosis sanatorium. The healthcare staff, though used to treating contagious patients, felt uneasy at this new situation and at risk in the face of the challenges and uncertainty. It became evident that the staff needed as much reassurance as the patients and a constant flow of information, increasing even more the complexity of their workload.
More widely, things changed dramatically at the time of the epidemiological alert. Road traffic now flows in Mexico City, because schools have been closed. Soccer games are watched only on television, and cinemas and other places of public gathering are closed. Many people wear facemasks, as we saw in Vietnam during the SARS epidemic-the pores in the masks are much wider than viruses and salivary droplets, but they calm the user and help to disguise signs of fear. Shaking hands and kissing hello are no longer the done thing.
There is scientific doubt as to whether the 2008-9 vaccine offers some cross protection against this new variety of A/H1N1 swine flu, but many people hope it does. Most patients with severe pneumonia are in the unvaccinated age range. Healthcare workers who were not vaccinated last autumn formed long queues to receive the vaccine in March and April, despite the uncertainties. In Mexico City, with more than 20 million inhabitants in the wider metropolitan area, it has been essential to reduce the millions of potential personal contacts to fight the spread of a highly infectious respiratory virus.
It is not all grim. Lessons learnt in the past 30 years have had to be revisited. The information we will gather from the current epidemicwhether sociological, psychological, economic, scientific, or ethical-will be valuable for future action. The HIV epidemic taught us all the best measures for universal protection and is still the model for cost effective prevention. Universal measures for respiratory protection are well known but unfortunately have not been applied consistently, despite the lessons from the SARS epidemic. Now and in the future we cannot afford such inconsistency. But the crisis has also brought out the best of people, particularly in terms of solidarity and social organisation.
Doctors and other healthcare professionals are not, of course, immune from human frailties in the face of a novel form of virus. We have had to learn rapidly: not just how to prevent and treat swine flu but also how to deal with the public's concerns, how to deal with patients' perceptions of the disease and their fears, which are volatile in the context of potential widespread panic, and, finally, how to deal with our own anxiety.
All of this has had to happen rapidly and the resulting measures brought in with the maximum possible efficiency. That is the burden of influenza; society as a whole is relying on us, and we have had to respond to the challenge as effectively as in previous health emergencies. 
